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IDENTIFY PERSON AND 
VERIFYING THAT PERSON IS 
ELIGIBLE TO RECEIVE 
PROFESSIONAL SERVICES 



IDENTIFY PATIENT AND 
VERIFYING THAT PATIENT IS 
ELIGIBLE TO RECEIVE 
HEALTHCARE SERVICES 



110 



ACCEPT ENTRY OF INFORMATION 
ASSOCIATED WITH A MATTER OF A 
PERSON IN A PREDETERMINED, 
STRUCTURED FORMAT 
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ACCEPT ENTRY OF INFORMATION 
ABOUT A MEDICAL CONDITION OF 
A PATIENT IN A PREDETERMINED, 
STRUCTURED FORMAT 



ASSIGN PERSON TO A POOL OF 
PEOPLE BASED ON THE ENTERED 
INFORMATION 



ASSIGN PATIENT TO A POOL OF 

PATIENTS BASED ON THE 
ENTERED PATIENT INFORMATION 
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ALLOW PROFESSIONAL SERVICES 
PROVIDER QUALIFIED TO ADVISE 
PEOPLE IN THE POOL VIEW THE 
ENTERED INFORMATION 
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ALLOW HEALTHCARE PROVIDER 
QUALIFIED TO TREAT PATIENTS IN 
THE POOL VIEW THE PATIENT 
INFORMATION 
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PROVIDE SECURE AREA WITHIN 
WHICH PROFESSIONAL SERVICES 
PROVIDER PROVIDES 
INFORMATION ABOUT THE 
MATTER 



150 



NOTIFY PERSON THAT 
PROFESSIONAL SERVICES 
PROVIDER HAS PROVIDED 
INFORMATION ABOUT THE 
MATTER WITHIN SECURE AREA 
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ALLOW PERSON TO ACCESS 
SECURE AREA AND COMMUNICATE 
WITH PROFESSIONAL SERVICES 
PROVIDER 
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PROVIDE SECURE AREA WITHIN 
WHICH HEALTHCARE PROVIDER 
PROVIDES A DIAGNOSIS AND/OR 
TREATMENT RECOMMENDATION 
FOR THE MEDICAL CONDITION OF 
THE PATIENT 
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NOTIFYING PATIENT THAT 
HEALTHCARE PROVIDER HAS 
PROVIDED A DIAGNOSIS AND/OR 
TREATMENT RECOMMENDATION 
FOR THE MEDICAL CONDITION OF 
THE PATIENT WITHIN THE SECURE 
AREA 



ALLOW PATIENT TO ACCESS 
SECURE AREA AND COMMUNICATE 
WITH HEALTHCARE PROVIDER 



Fig. 3 



COMMUNICATE MEDICATION 
PRESCRIPTION TO A PHARMACY 
FOR FULFILLMENT 



Fig. 4 



COMMUNICATE REQUEST FOR 
LABORATORY SERVICES TO A 
PROVIDER OF LABORATORY 
SERVICES FOR FULFILLMENT 
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Start a Mew Virtual Office Visit 



If you have visited us before, please login 
User Id 




Let's Begin Your Virtual Office Visit 



Please complete the following to begin your Virtual Office Visit Consi 



Please complete the information below. We will verify it on the next screen to e 
your information is complete and accurate. We will then ask you several questi* 
your health history and the condition for which you are seeking treatment. Our fifi 
your safety, so please remember to answer all questions truthfully and accurately! 



* Required fields 

* First Name I ; ' 

Middle Name i 

*Last Name t 

*User Id i " 

Please choose a unique User ID, and we will send you a secure password to you at the email 
address specified below. 

*E-maiI Address I ; A — £ ot f 

* Confirm E-mail Address i im iin mi j 




English R ^—^g^ 



11 Primary language: 



Have you had a PHYSICAL consultation with this doctor or practice before? 
(You must answer this question to continue with your visit.) 



*Do you want 

to receive promotional 

E-mails? 



Yes® NoO 



Important Security Note: As a registered patient, you will be able to establish your own 
unique user identification. For added security, we will send a randomly generated password to 
the email address listed above, thereby confirming your identity. Future correspondence to your 
user ID will only be directed to your email address. When returning to our site, you must use 
your unique User ID and random Password to login again. After you login, you may change your 
password from your Patient Homepage. 
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I Start ci New Virtual Office Visit 



As a patient of Primary Care of the Triangle, you can utilize our 
Visit ™ to obtain a Secure, Confidential, and Convenient con 
our Top Quality Physicians. Click here for general instructions. 

What is your topic for consultation: (choose up to three) 

Topic 1: p" please Select — _0-> 

Topic 2 



Topic 3 




- Please Select — 



M 




— Please Select - 



Om Of 



As the first step in conducting your Virtual Office Visit, please confirm and/or 
input the following information. From there, the physician will review your 
history and make a decision. You will receive emails updating you of all 



85 Personal Information 



* required fields 
First Name 
Last Name 
Gender 

Address Line 1 
Address Line 2 

* City 

* State 
*Zip 

* Country 
Business Phone 

* Home Phone 

* E-Mail 

* E-Mail Confirmation 



— Please Select - 



J3 



- Please Select - 



□a 



_gregoryparo@hotmail.c 



Date of Birth 



Please confirm this has been entered correctly! 
This will is our primary means of contact with you. 

I mm/dd/yyyy 
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f35*l 



Start a New Virtual Office Visit 



The following charges will apply to your Virtual Office Visit 

As part of your Virtual Office Visit ™ your physician may pres(j 
following medications. If you have a preference, or are already 
medications, please check the appropriate medications. 



Allerqic Rhinitis 



OAllegra 
OCIaritin 
OZyrtec 



Credit card information is for authorization purposes only. You will not be 
charged until your Virtual Office Visit ™ is completed. 



Card Holder Name 
Card Type 
Card Number 
Expiration Date 



i January [r]/ |~20oT ~p| 
Waiver of Liability and Informed Consent to Release Medical Records 



: DDI understand and agree that: 

■ f • DI am using this site because I am a 
j patient or am interested in becoming a 
I patient of a physician featured on this 
I site (My Physician) ; 



•riMy P hysici 



OJ- he 



Click to continue your Virtual Office Visit 



fie U 



* required fields 

* First Name 

* Last Name 

* Gender 

* Address Line 1 
Address Line 2 

* City 

* State 
*Zip 

* Country 
Business Phone 

* Home Phone 

* E-Mail 

* Date of Birth 



test3434test 

paro 

M 

2323 Road 

Raleigh # 

North Carolina 

27610 

United States 

919-787-7890 

gregoryparo@hotmail.com 

06/13/74 



NOTE ."Please confirm you personal information. If this information is incorrect 
please update it now. 



Fie. <& 
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T Start a I4ew Virtual Office Visit 



Security Note: 

Primary Care of the Triangle respects the privacy of your medical 
information. All information given to Primary Care of the Triangle is 
protected, secured and held in complete confidence. Click here to view o ur 
Privacy Policy. 



Please respond to each question listed below: 

Yes O No O No Answer ® 



Condition 

m 

FAQs 

m 

Fees& 



Do you consume more than 2 servings of 
alcohol per day? 



S3 1 



Do you use recreational drugs? 



Do you use tobacco products? 

If no. Number of years tobacco free? 



Yes O No O No Answer ® 
If yes then please describe: 



"3 
.J 



Yes O No O No Answer ® 

I 



Live Help How many cups of a caffienated beverage do I ' 
you consume in a average day? I 

^xnj Vital Statistics 

Logout *Height(in inches) j ' (Hint: 4ft=48in; 5ft=60in; 6ft=72in) 



S1Z 



*Weight(in pounds) 
Blood Pressure 



r 



Current Medications 



*Please list all prescription medications, non-prescription medications and herbal products 
or dietary supplements you are currently taking (even if occasionally); 
Example: Claritin - 3 months; Alesse - 1 yr.; Tylenol - occasionally 
If you are not curently taking any medications, you must enter "none" 



"13 



*Known Drug Allergie 



If you have no known drug allergies, you must enter "none" 

Surgical History 



*Description of Surgery/Date of Surgery: 

If you have not had surgery, you must enter 

"none" 



Heart Disease? 



High Blood Pressure(hypertension)? 



High Cholesterol? 



Kidney Disease? 



Liver Disease? 



Seizure disorder or epilepsy? 



Neurologic disorder? 



Colon cancer"? 



Family Medical History 

Has anyone in your family had any of the following medical problems? 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer © 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 



Breast cancer? 



Yes O No O No Answer 



® 



Yes O No O No Answer ® 



Other cancer? 



Heart Problems? 



Yes O No O No Answer ® 

General Medical History 

Do you have or have you had any of the following? 

Yes O No O No Answer ® 



High Blood Pressure(hypertension)? 



Kidney Problems? 



Diabetes or high blood sugar? 



Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 



Diabetes or high blood sugar? 

Cancer? 

Liver Problems? 

Gall Bladder Problems? 

Stomach or Intestinal Problems? 

Pulmonary or respiratory problems? 

Asthma? 

Muscloskeletal problems? 
Thyroid or endocrine disorder? 
Allergic disorder? 
Epilepsy or seizure disorder? 
Blood clots or phlebitis? 
Genital disorder? 
Neurological problems? 
Psychiatric problem? 
Frequent Headaches? 
Significant trauma? 
Skin problems? 
Other chronic probiems? 

*Are you being treated for 

any medical conditions at this time? 



Yes _ No . No Answer - 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 

Yes O No O No Answer ® 
*If yes then please describe: 



*Have you been examined by a healthcare /"i . a, 

provider within the last 12 months? Yes O No O No Answer ® 

reference : Harrison's General Principles of Medicine 



Update General Medical History 



V i rtuql Office Visit" 



Start a New Virtual Office Visit 



Specific Men's Impotence Questions 
* Answer Required 

*Do you feel you have adequate interest in sex? 
OYes ONo 



security *how long have you felt sexually dysfunctional? | i 

C °ibraT * D ° you have a problem achieving or maintaining an erection 
sufficient for sexual intercourse? 



FAQs 

m 



♦During intercourse, do you find it difficult to maintain your erection 
after you have entered your partner? 



Pricing O Yes O No 



Live Help *q 0 y OU f ee j y 0ur penis is crooked? 

W^m OYes O No 
■pern 

Logout 

*Have you ever had problems with an erection lasting too long? 
OYes O No 



'ts. L 0 ' 



*Have you used a method or treatment for erectile dysfunction in the 
past? 

OYes O No 



* Describe the method or treatment you used for erectile dysfunction. 

. ^} 

If none, please type "None". If you are on Viagra now, please state here with 
dose that was effective. 



Please describe anything else in your sexual history that would help your 



Please describe anything else in your sexual history that would help your 
doctor understand your problem: 



*Are you taking any antidepressants? 
O Yes O No 



*Are you taking any antibotics? 
O Yes O No 



*Are you taking any oral antifungal medications? 
OYes ONo 



*Do you have a bleeding disorder? 
O Yes O No 



*Are you or have you been treated for an ulcer? 
O Yes O No 



*Have you ever been told you have or had congestive heart failure? 
O Yes O No 



*Have you ever been told you have angina or other heart conditions? 
O Yes O No 



*Do you take any medications to lower your blood pressure? 
OYes O No 



*Have you ever been told that you have decreased or abnormal 
kidney function? 
OYes O No 



"If 




*Do you understand what a nitroglycerin or a nitrate is? 
O Yes O No 

If you do not understand what a nitrate is, please click here. 



*Do you understand that taking Viagra while you are on a nitrate can 
cause your blood pressure to drop to a potentially fatal level? 
O Yes O No 



*Do you take any medication classified as a nitrate in any form? 
OYes ONo 

continue 



Home 



Virtual Office Visit 1 



Start a New Virtual Office Visit 



I You have successfully completed your Virtual Office Visit!! 

The following steps will occur to ensure a convenient and confidential 
consultation: 

I 1 . Upon completion of your first Virtual Office visit, an email confirming the 
username you chose and a randomly generated password will be sent to the 

I address you listed here. Keep your username and password in a safe place 
because you will need it to access your information and to communicate 
with your physician. Remember, you can change this password at any time 
by simply logging onto this site and clicking 'Change your password. ' 
(Important Note: If you do not receive a confirmation email within 6 hours, 
contact Patient Services immediately at 800-200-5202) 

2. Dr. Primary Care of the Triangle will then review your medical history and 
provide a Treatment Plan specific to your condition(s). In some cases, your 
physician may have additional questions concerning your medical history 
before detenriining the appropriate treatment. 

3 . Whether a Treatment Plan has been provided or additional information is 
required, you will receive an email asking you to visit this site to securely 
view every communication from your physician. 

4. Once a Treatment Plan is decided upon by Dr. Primary Care of the Triangle, 
you will simply return to moye.medfusion.net, logon and click on the 
"Communicate" tab, view your most recent communication, and follow the 
"Click here to fill my prescription' 1 link. You may then have your 
prescription called-in to your local pharmacy, or have it shipped directly to 
your door by lstOnlinePharmacy.com. 

Your Virtual Office Visit is that simple! If you have any questions, or are not sure 
how to proceed, our dedicated Patient Services representatives are available 
Monday through Friday from 9 am to 8 pm, Eastern time. You may also contact 
us via email, if you have any further questions about Primary Care of the Triangle 
or about your Virtual Office Visit. 
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